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The Effect of Spirituality on Health and
Healing: A Critical Review for

Athletic Trainers
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Objective: To provide a comprehensive overview of the
published literature regarding the effect of spirituality on health
and healing.

Data Sources: | searched MEDLINE from 1976 to 1999
using the terms “spirituality,” “religion,” “faith,” “healing,” and
“health.”

Data Synthesis: Strong scientific evidence suggests that
individuals who regularly participate in spiritual worship ser-
vices or related activities and who feel strongly that spirituality
or the presence of a higher being or power are sources of
strength and comfort to them are healthier and possess greater
healing capabilities. Numerous research investigations have
reported positive correlations between spirituality and de-
creased rates of stroke, cancer, cardiovascular disease, hyper-
tension, drug abuse, suicide, and general mortality. It has been

suggested that faith is beneficial for health and healing because
it helps people avoid unhealthy behaviors such as smoking and
excessive drinking. However, studies designed to statistically
control for such factors also report positive associations be-
tween spirituality and health in individuals with unhealthy be-
haviors.

Conclusions/Recommendations: The impact of spirituality
on health and healing is a topic that has been virtually ignored
in the disciplines of athletic training and sports medicine.
Because of their lack of exposure to this topic, most athletic
trainers are unaware of the many positive associations that
exist between spirituality and health and healing. The available
literature base regarding this topic is quite large; its findings
need to be explored and integrated into our profession.
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to improve the quality of care offered to individuals

seeking medical attention. These efforts may include
improving existing and developing new pharmacologic inter-
ventions, medical equipment, and therapeutic and surgical
interventions. However, with all of the sophisticated techno-
logic advances in medicine today, a relatively unknown factor
has been shown to have a profound impact on health and
healing: the relative strength of an individual’s faith or spiri-
tuality.

Spirituality is defined as having to do with the spirit or the
soul, as distinguished from the body, and is often thought of as
the better or higher part of the mind.' Religion is defined as any
specific system of belief, worship, conduct, etc, often involving
a code of ethics and a philosophy.' The terms “religiousness”
and “spirituality” are often used interchangeably, and there is
no solid consensus about the boundaries between them.? I will
use these terms interchangeably throughout this review. Ulti-
mately, the meanings of religiousness and spirituality for a
particular individual are idiosyncratic, reflecting numerous
variables including cultural, theologic, developmental, and
even biological factors.?

Clinical and scientific communities are continually trying
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GENERAL HEALTH

A large number of investigators have evaluated the link
between spiritual commitment and general health. Levin and
Schiller® reviewed nearly 250 research studies and examined
the relationship between spiritual commitment and stroke,
cancer, cardiovascular disease, colitis, hypertension, enteritis,
general health status, and mortality. They reported consistently
positive correlations between spiritual commitment and these
health variables.

The relationship between blood pressure and spiritual com-
mitment has been studied extensively. In 1 study,* men who
believed that spiritual commitment was important to them and
who regularly attended spiritual services had significantly
lower diastolic blood pressures than men who were not
spiritually committed. This study also analyzed smoking be-
havior among participants and found that smokers who regu-
larly attended spiritual services and who reported strong
personal spiritual convictions were 7 times less likely to have
abnormal diastolic blood pressures. Some> have suggested that
religious proscriptions against alcohol, drugs, and tobacco are
largely responsible for lower disease rates in spiritually com-
mitted individuals. However, strong spiritual commitment
seemed to have a protective health effect even in the presence
of unhealthy behaviors, such as smoking. A review® of nearly
20 published studies examining the relationship of spiritual
commitment to blood pressure concluded that strong spiritual

commitment was consistently associated with lower blood

pressures.
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Researchers have also shown that general health status is
positively affected by strong spiritual commitment. Ferraro and
Albrecht-Jensen’ reported that frequency of prayer and spiri-
tual service attendance were significantly related to health
status independent of age. This study also provided evidence
that the impact of spiritual commitment on health paralleled the
effect of an individual’s level of education, which has long
been shown to be a critical factor in health. The authors
controlled statistically for social class (ie, affluence) and social
club membership (ie, Rotary, Lions Club) and reported that
spiritual commitment remained a strong predictor of general
health status. Levin and Schiller® also reported superior health
status in individuals who attended spiritual services on a
regular (weekly) basis.

A variety of investigators have reported that strong spiritual
commitment is positively associated with lower rates of arte-
riosclerotic disease in men and women,® better health and
longer life span,9 decreased rates of suicide,® fewer suicidal
thoughts,'® decreased rates of alcohol and drug abuse,'"!? and
greater levels of happiness and life satisfaction.'*

A strong body of evidence appears to reveal a positive
relationship between spiritual commitment and health status.
Keep in mind that these studies do not establish a direct
cause-and-effect relationship; however, they provide evidence
for significant associations between strength of spiritual com-
mitment and good health. These associations appear to be so
consistent that infrequent spiritual service attendance has been
suggested as a definite health risk factor.'*

HEALING AND RECOVERY

In addition to general health status, numerous scientific
studies have examined the effect of faith and spiritual commit-
ment on healing and recovery. Harris et al'> explored the role
of spiritual commitment in heart-transplant recipients’ long-
term health and well being. Heart-transplant recipients who
regularly attended spiritual services and who reported having
strong spiritual beliefs complied better with their rehabilitation
protocols, reported higher emotional well-being indexes, and
had superior physical functioning capabilities. The authors
stated that it was wise for health care professionals to encour-
age spiritual commitment and spiritual participation to their
patients. An additional study'® conducted on cardiac surgery
patients explored the relationship between spiritual commit-
ment and surgery survival rates. Patients described themselves
as being 1) deeply spiritual, 2) involved in organized groups,
such as a senior center, or 3) uninvolved. At the 6-month
follow-up point, 14% of the patients who considered them-
selves uninvolved had died, 4% of the patients who stated that
they were involved in organized groups had died, and of the
patients who considered themselves deeply spiritual, none had
died. The authors asserted that the strength of a person’s faith
was the strongest predictor of who survived cardiac surgery.
Those patients who reported deriving at least some strength
from their spiritual commitment were 3 times more likely to
survive surgery. Women who suffered hip fractures were
studied for depression and functional capacity.'” Patients who
reported that a higher being or power was a source of strength
to them and who frequently attended spiritual services fared
better on a functional outcome measure (distance walked at
discharge) and were less depressed during their medical care.

Research studies examining more subjective measures have
been conducted on patient populations as well. Advanced

breast cancer patients who reported having a sense of self-
transcendence had less distress dealing with their illness and
reported greater emotional well-being.!® Self-transcendence is
described as a profound and potentially transformative experi-
ence that can have a vast array of manifestations.? Ovarian
cancer patients reported that they depend greatly on their
spirituality to help them cope with their disease'; the authors
advised that it may be wise to add a chaplain to the treatment
team of cancer patients, if the patient so wishes, since spiritu-
ality is such a strong coping mechanism for individuals
fighting this disease. In a patient population of hospitalized,
medically ill men, religious commitment and religious coping
helped patients recover from depression more quickly.® Fi-
nally, patients with increased commitment to their spirituality
reported their health as better than the health of other pa-
tients.?°

One of the most commonly referenced studies was done by
Byrd,?! who examined the therapeutic effects of intercessory
prayer in a coronary care population. Byrd randomly assigned
393 patients to receive either daily prayer or no prayer. The
prayers were offered by a group of nondenominational, com-
mitted Christians. The Christians offered prayers for a rapid
recovery, for prevention of complications and death, and for
any other areas they believed would be beneficial to the
patients. The study used a double-blind, randomized design.
Physicians, nurses, and patients did not know who was or was
not being prayed for; only the individuals offering the prayers
knew the names of the recipients of the prayers. Pretesting
revealed no significant differences between the 2 groups in
cardiac or noncardiac diagnoses. However, at discharge, the
patients who received the intercessory prayer differed signifi-
cantly on 6 variables: they required significantly less intubation
and ventilation assistance, fewer antibiotics, and fewer diuret-
ics and had significantly fewer cardiopulmonary arrests, fewer
episodes of congestive heart failure, and fewer cases of
pneumonia. Less research has been conducted on prayer and its
effect on health, yet approximately 90% of women and 85% of
men pray, and approximately 80% pray on a weekly basis.?

Research on healing and recovery closely parallels the
research reported for general health. Once again, evidence
shows that the stronger one’s spiritual commitment is, the more
likely fast and effective healing and recovery will occur.

ASSESSMENT OF FAITH

Approaching the topic of a patient’s faith can be an
extremely delicate situation for an athletic trainer or any health
care provider. One of the reasons this task may be extremely
challenging is that health care providers usually do not receive
adequate training in their various educational programs with
regard to assessing their patients’ spiritual beliefs. In fact, only
about 5% of physicians receive regular training on spiritual
topics during their educational tenures.”® I found no studies
that examined the addressing or teaching of spiritual issues in
athletic training or sports medicine educational programs.

Patients may be uncomfortable or even offended if asked
about their spiritual beliefs and the relative strength of such
beliefs. In the past, a person’s faith was a topic that was rarely
discussed or brought up in clinical or sports medicine settings.
Reiser and Rosen?* stated that family physicians are adept at
assessing and treating disease but are usually ignorant of the
spiritual component of illness. These authors strongly criti-
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cized contemporary medicine, saying the spiritual concerns of
patients have been abysmally neglected.

One way to approach the topic of spirituality with patients is
by asking them a simple, nonthreatening question regarding
their spiritual beliefs. This simple introductory question should
give the care provider insight into whether the patient would be
interested in pursuing the subject of spirituality and spiritual
commitment.2> Waldfogel® offered a number of sample ques-
tions and statements that could be used to assess a patient’s
interest in the topic of spirituality:

e Do you belong to a religious or spiritual community?

e How important is your religious and spiritual identification?

e What aspects of your religion or spirituality would you like
me to be aware of?

e What does your belief in God mean to you? Has it changed
during your illness?

e Tell me of your belief in God or a higher power.

e Tell me of your religious and spiritual practices, such as
prayer or meditation.

These questions could certainly be modified to fit the care
giver’s and the patient’s comfort levels.

Research to assess spiritual health and well being is in its
infancy.?® However, a number of tools are available that
attempt to quantify or assess a person’s level of spiritual
commitment. One of the simplest is Kasl’s® 3-item religious
index:

1. How often do you attend regular religious services
during the year?

2. Aside from your frequency of attendance, how religious
do you consider yourself to be?

3. How much is religion (and/or God) a source of strength
and comfort to you?

The answers to these questions range from never to more
than once a week, very religious to against religion, and not
very much to a great deal, respectively. Kuhn’s?>’ Spiritual
Inventory is a 25-item questionnaire also used to assess
patients’ spiritual health. Among the items evaluated by
Kuhn’s Inventory are hope, faith, love, prayer, worship, ability
to laugh and celebrate, and the attachment of meaning and
purpose to life. A 12-item scale developed by Strayhorn et al*®
considers a number of devotional factors in its assessment of
spiritual commitment, including frequency of prayer, reading
the Bible, and service to one’s spiritual community. Finally,
one of the more popular assessment tools contains 20 items that
examine both existential and religious issues to give more of an
encompassing measure of spiritual health.?

The question of whether patients desire their spiritual beliefs
to be addressed by their care providers has been studied.
Surprisingly, 75% of patients surveyed wished to have their
spiritual commitment addressed by their health care provider,*
and nearly 50% of the respondents wanted to pray with their
physicians. Patients in this study also reported that their faith
was rarely discussed during medical visits. The fact that so
many patients want their spiritual commitment addressed is
less surprising when we consider that 95% of Americans
express belief in God.>! Additionally, Bergin and Jenson®?
studied marriage and family therapists, social workers, psychi-
atrists, and psychologists and reported that more than 75% of
these professionals stated that they try hard to live their lives
according to their spiritual beliefs; nearly 50% stated that their
whole approach to life is based on their spirituality. Whether
the findings of Bergin and Jenson’s>? study can be inferred or
generalized to the general population, however, is unclear.

Approaching the topic of spiritual beliefs and commitment
with patients or clients appears to be potentially less taboo and
threatening than medical care providers may have traditionally
thought.

INTEGRATION INTO CLINICAL PRACTICE

As athletic trainers become more aware of the positive
associations among health, healing, and spirituality, they can
begin to make a conscious effort to incorporate this dimension
into their health care paradigm if they so choose. The athletic
trainer’s comfort level, as well as the comfort level of the
patient, must be given serious consideration before spiritual
issues are explored. As I outlined previously, a simple, non-
threatening question can inform the care giver if the patient is
receptive to a conversation about spirituality. Because this
topic is relatively new to our profession, no standards or
guidelines exist to assist athletic trainers in the practical
application in various clinical settings. If patients have a desire
to explore spiritual issues, athletic trainers may engage in a
spiritual conversation with the patient, recommend readings
from the religious or spiritual literature, encourage the patient
to attend spiritual worship services or activities, and possibly
even engage in prayer sessions with the patient. It is strongly
recommended that athletic trainers take a nondenominational,
nonthreatening approach when integrating religious and spiri-
tual components into their practice to avoid pushing personal
beliefs and convictions onto their patients. As career opportu-
nities for athletic trainers continue to expand (eg, sports
medicine clinics; high school, collegiate, and professional
sporting teams; corporate health care centers; and health and
fitness settings), the opportunity to share this information with
interested patients and clients will certainly be available.

CONCLUSIONS

Spirituality and health is a topic that has seemingly received
little attention in our profession. Study after study has sug-
gested that a relationship does exist between the strength of
one’s spirituality and one’s overall health. In a comprehensive
review of more than 300 published studies in the medical field,
Levin®® concluded that “although most of these studies are
correlational, use inadequate measures of religious commit-
ment such as religious denomination or other single-item
measures, and seldom assess the intensity of religious commit-
ment, they generally have suggested a beneficial, or salutary,
effect for religious or spiritual involvement on physical and
mental health status.” The question of how spirituality exerts
this protective effect over health has not yet been answered.
Waldfogel? stated, “many benefits of spirituality that are felt to
occur secondary to spiritual practices per se directly affect
physiologic processes via mechanisms that are incompletely
understood.”

Health care providers need not embrace or share their
patients’ spiritual convictions,** but a patient’s spiritual beliefs
must always be highly respected and never addressed in a
cynical or demeaning manner. It is also inappropriate for health
care providers to impose or push personal spiritual convictions
or agendas onto their patients.

Much of the research on this topic has been performed with
elderly individuals and severely diseased (ie, cardiac surgery)
patients and has been conducted in conjunction with physi-
cians. Future research must address this topic in younger and
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more athletic populations and could potentially be performed
in conjunction with athletic trainers in clinical as well as sports
medicine settings.

The goal of athletic trainers should be to provide the highest
quality, comprehensive care possible to the athletes and pa-
tients who are under our supervision. Learning more about the
effects of spirituality on health and healing and possibly
incorporating these principles into our prevention and treat-
ment philosophies may be one way to enhance the care we give
to our clients and to continue to advance our profession.
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